We report the case of a 49-year-old woman with thalassemia intermedia who developed a massive hemothorax due to hemorrhage from a large intrathoracic, paraspinal hematopoietic mass. Thoracotomy was required for initial control of bleeding. Postoperatively she received a total of 1,500 rads to the mass and has not had recurrence of the hemothorax. This complication of extramedullary hematopoiesis has not been previously reported, to our knowledge. (Chest 1988; 94:658-60) assive extramedullary erythropoeisis is an unusual v phenomenon, most frequently observed as a response to the intense intramedullary hemolysis associated with the homozygous ,B-thalassemias and related conditions, such as hemoglobin E-thalassemia. She was long known to have a left posterior mediastinal mass on chest roentgenograms, which has gradually increased in size over the past 11 years (Fig 1) but produced no symptoms. A mass in the cul-de-sac had also been noted, and both were assumed to be extramedullary erythropoietic tissue. Extensive osteopenia, consistent with expansion of the hematopoietic marrow, had also been present for many years.
On the morning of admission she awoke with the sudden onset of left pleuritic chest pain radiating to her left shoulder, weakness, and rapidly increasing dyspnea. She later recalled that her husband's arm had struck her chest when he turned over in his sleep the night before. On admission the blood pressure was 90/60 mm Hg; pulse rate, 120 and regular; respirations, 28/min; and temperature 38.7°C rectally. Physical examination results showed signs of a massive left pleural effusion, which a chest roentgenogram showed to extend almost to the lung apex. The WBC count was 8,400/ cu mm, and platelets were 412,000/cu mm. The bleeding time, prothrombin time, and partial thromboplastin time were normal. Thoracocentesis yielded gross blood with a hematocrit reading of 20 percent which was equal to the venous hematocrit. Pleural fluid analysis was negative for malignant cells and for microorganisms on smears and cultures.
A chest tube was placed and drained 3,400 ml of bloody fluid over the next 48 hours. The patient's condition improved with transfusions of packed RBCs. The chest roentgenogram showed a reduction in the hemothorax. A CAT scan showed the large left posterior mediastinal mass, surrounded by blood and clot in the left pleural cavity A smaller mass was seen in the right paravertebral area, with a small right pleural effusion. Visualization of the masses was markedly enhanced following administration of IV contrast medium (Fig 2) .
On the fourth hospital day, her condition deteriorated; her left effusion was found to have increased again, almost filling the left hemithorax. A second chest tube was placed but did not result in significant improvement. A left thoracotomy was performed. The chest was filled with approximately 3 L of clotted blood. There was an 8 x 6-cm mass in the left paravertebral area just above the diaphragm, and a 3 x 2-cm mass just lateral to it which had not been appreciated on CAT scan. The capsule ofthe larger mass had several oozing stellate lacerations and a larger, rapidly bleeding longitudinal tear. The smaller lacerations were readily closed with sutures. The larger laceration required packing with Gel-foam soaked in thrombin, and apposition of the edges with pledgetted mattress sutures to control the bleeding. The intraoperative blood loss was estimated to be 8 L. Biopsy ofthe mass revealed extramedullary hematopoiesis.
Postoperatively, the left and later the right mediastinal masses were irradiated with 1,500 rads in divided doses. There has been no recurrence of bleeding. Although invasive diagnostic procedures, including thoracotomy and aspiration needle biopsy, have been used,3 they are usually not necessary and are potentially hazardous because of the highly vascular nature of the thoracic masses. At thorocotomy Andras et a16 found the blood supply to derive from intercostal arteries and the esophageal plexus. Venous drainage was into the azygous system. In several reports surgical resection has been complicated by extensive hemorrhage requiring multiple transfusions.9 Our case provides a dramatic example of the hemorrhagic potential of this condition.
DISCUSSION
Treatment is required only in the presence of complications. Treatment may in fact be deleterious due to removal of a compensatory source of erythropoiesis and exacerbation of the underlying anemia. Extramedullary hematopoietic tissue is highly radiosensitive, and relatively small doses of radiation have been effective after surgical decompression in cases of spinal cord compression.' In our patient radiotherapy was administered to prevent recurrent hemorrhage after surgical control of the acute bleeding.
It is unclear whether there was some factor in our patient which provoked the hemorrhage resulting in massive hemothorax. The 
